Introduction
Sudden infant death syndrome-the sudden, unexpected, and unexplained death of an apparently healthy baby-remains the single most important cause of death in the United Kingdom of children aged between 1 and 12 months. ' Research on its aetiology has focused, at one end of the spectrum, on causal mechanisms-for example, inherited metabolic diseases2-and, at the other end, on infant care practices that may be potentially protective or harmful, such as sleeping position. 3 There is now increasing evidence of both national and regional variation in incidence. The syndrome is, for example, very rare in Hong Kong. 4 , with ethnicity classified by mother's own report, incidence of deaths from the syndrome was found to be lowest among Asian babies and highest among Afro-Caribbeans, with white infants falling in between.7 In east London between 1987 and 1990 the largest ethnic minority population, Bangladeshis, had rates approximately half those of the white majority (L Hilder, unpublished data). Among Asian populations in the United States (Asian in this case referring to Chinese, Japanese, Vietnamese, or Philippino, defined by mother's own report), the incidence of the sudden infant death syndrome increased with period of residence. ' British research also provides information on neonatal deaths for Asian and white infants. OPCS data show higher neonatal deaths among Bangladeshi babies in 1981-3, but comparable rates in 1984-8. In Birmingham the rate of sudden infant deaths was low in Asian infants but there were high rates of congenital malformations resulting in perinatal mortality. In east London neonatal mortality among white and Asian groups was broadly similar. This evidence is not sufficient to suggest that low rates of sudden deaths in Bangladeshi infants are achieved at the expense of high neonatal mortality. It does reinforce the need for detailed local statistics, with ethnicity recorded by personal report rather than by country of birth.
The relatively low incidence of the sudden infant death syndrome among Bangladeshi babies in Britain represents something of a paradox, since many of these babies grow up in conditions that would predict a relatively higher incidence of the syndrome. 9 qualitative social anthropological approach to explore the quantitative, epidemiological evidence of international and intranational variations in the incidence of sudden infant deaths. Social anthropology addresses cultural ideologies by using a variety of methods, including community observation and ethnographic interviewing. Ethnography-literally, textual description of particular cultures-also describes the techniques used to achieve an understanding of the beliefs and practices of specific groups, be they medical students'7 or ethnic groups within Britain. Thus ethnographic interviewing describes an open ended unstructured approach designed to encourage informants not only to describe individual infant care practices but also to locate them within a broader ideology. The interviewer sets the framework for the interview-in this case mothers were asked to describe "a day in the life" of their infant-but allows the informant to determine the pace and order of the conversation, to select topics considered important. The interviewer uses a checklist to ensure that specific areas are covered, requesting explanations or introducing new topics as necessary.
Sixty only one mother preferring to describe herself as "British Asian." In terms of both household size and number of children per family ethnicity seemed more important than class, with 3-6 and 3-7 people in Welsh working class and middle class households respectively, and 6-7 and 7-1 in Bangladeshi working class and middle class households respectively; Welsh middle and working class families had 1-5 children on average, while Bangladeshi working class averaged 3-4 and middle class 2-1. Such figures do not of course reflect variation in household constitution: Bangladeshi households were typically extended either longitudinally (over three generations) or laterally (two or more brothers living with their wives and children).
These groups should not be regarded as representative of the Cardiff population: the 1991 census data records a Bangladeshi population of 1663, some 0.6% of the total.'9 Our sample was non-random, Bangladeshi mothers being recruited first in view of their relatively small numbers. Mothers of Welsh infants of similar age were then recruited from the same areas of the city; they were thus living in similar accommodation and served by the same health professionals.
Bangladeshi mothers were chosen as a relatively recently arrived group of suitable demographic structure who had had comparatively little exposure to the infant care practices of the city in which they now live. The definition "Bangladeshi" refers to infants whose mothers were born in Bangladesh, and the few mothers who were born or grew up in Britain. "Welsh" is used to describe the ethnic origin of babies of parents at night they are either in the mother's bed or in a cot next to it, a practice also reported by Farooqi et al. 22 They are put to sleep on their backs, being turned at times on to their sides in the belief that this will promote a culturally valued "rounded" head. Older children also sleep in their parents' room, a pattern which continued in the middle class Bangladeshi families in this sample and those in which the parents had grown up in Britain. It is not simply a question of availability of space, but of a belief that, as one mother put it, "I like to wake up in the night and see all my family around me."
The babies born to Welsh and English parents were, in contrast, sometimes placed in cots in their parents' rooms for a period of two to three months, and then encouraged (close to the peak age for the sudden infant death syndrome) to "get used" to sleeping alone, where possible in their own rooms. For daytime sleep Welsh babies were consistently said to need quiet, and to be placed in as peaceful a spot as possible, sometimes in another room, sometimes upstairs. In contrast, Bangladeshi babies sleeping during the day were always in the same room as other family members, in a relatively noisy, busy environment. There is less pressure in Bangladeshi families for babies to "sleep through the night." For Welsh parents, the demands of either or both working outside the home resulted in considerable emphasis on the infant's sleeping time.
Bangladeshi mothers expressed concern at the possibility of infant overheating, and this was one of the explanations given for the practice of shaving babies' heads. Welsh mothers were in general more concerned to keep an infant warm, although during the research period the publicity concerning the link between sudden infant death and temperature increased awareness of temperature, some mothers using room thermometers.
INTERDEPENDENCE OR INDEPENDENCE
All the mothers interviewed recognised that babies need looking after. In contrast to the notion of vulnerability in infants expressed by Bangladeshi families, there was among Welsh and English mothers a clearer push towards encouraging babies to be independent. This was motivated by the need for the mother to return to work or the wish for the parents to have time to themselves.
Among the Bangladeshis, the notion of interdependence of family members-both within and between generations-was clearer, underpinning the practices of parents and children sleeping in the same room and the extended family living together. Where Bangladeshi belief systems emphasise group membership and close informal proximity, Welsh belief systems emphasise individuality, independence, and self reliance.
Discussion
In the context of a varying incidence of the sudden infant death syndrome in different ethnic groups, and the possible contribution of infant care practices to this variation, this paper has described the beliefs and practices conceming infant care among two groups of carers in populations that have been shown to have significant differences in the likelihood of the syndrome.67
The themes presented describe the broad sociocultural context of the specific practices we identified. Some may protect against sudden infant deaths; others may add to risk. Some relate to factors that are already recognised (sleeping position, environmental temperature, smoking) and others offer new avenues for research.
During the fieldwork period, sudden infant deaths received enormous publicity in the national media. Both the Department of Health and the Foundation for the Study of Infant Deaths published leaflets describing the new advice that babies should be placed to sleep on their backs or sides rather than on their fronts. We considered the practical implications of our findings, and the potential contradictions faced by both parents and health professionals. The research process highlighted the difficulty of going from research to recommendations, and the effect of changing health advice on both health professionals providing advice and on mothers receiving it. Inherent in this type of research is the potential to generate new categories or variables and to reconsider existing analytic categories in a fashion that also addresses their validity. An example arising from this study is the notion of infants being alone. Asking mothers to discuss whether or not their babies notice being on their own generated unfamiliar varieties of parental attitudes to children being left alone (for instance, to sleep in the day) or a report of the amount of time infants are likely to spend alone. One mother commented, while the baby was upstairs asleep, "she's never alone, someone's always here." Closer scrutiny of the precise meaning of "alone," as well as verification of the length of time infants would spend alone in a day, is needed if drawing conclusions that sudden infant deaths are not more common in babies whose periods of sleep are taken "on their own."
Reflecting In a regional study including about 1 0% of the Danish population we found the population relative risk of ulcerative colitis and Crohn's disease among first degree relatives of patients with either disease to be about 10, which strongly suggests that these disorders have a genetic cause.6 To explore the mode of inheritance further we performed a complex segregation analysis.7 This allows testing of hypotheses of inheritance of a major dominant, additive, or recessive gene and multifactorial genetic or environmental inheritance.
Patients and methods
The county of Copenhagen has about 500 000 inhabitants, about 1 0% of the total Danish population. The annual incidence of ulcerative colitis and Crohn's disease in this region was estimated for the years 1962 to 1978 and the prevalences on 31 December 1978 were calculated.8 Of the 694 patients with prevalent disease in 1978, 662 were alive on 1 January 1987. These patients served as probands in the present study.
The diagnostic criteria for ulcerative colitis and Crohn's disease in the probands have been described.68 Briefly, the diagnosis of ulcerative colitis was based on the presence of at least three of the following four criteria: a typical history of diarrhoea; stools containing blood and pus, or both, for more than one week or in repeated episodes; a typical sigmoidoscopic appearance, with granulated friable mucosa or ulcerations, or both; histological or cytological signs of inflammation; and radiological or colonoscopic signs of ulcerations with or without spiculation or granulation of the inner surface of the colon proximal to the rectum. The diagnosis of Crohn's disease was based on the presence of at least two of the following four criteria: a history of diarrhoea lasting more than three months; radiological findings of typical stenoses and prestenotic dilatation in the small bowel or segments with a cobblestone appearance in the large bowel; histological findings of transmural lymphocytic infiltration or occurrence of epithelial granulomas with giant cells of Langhans' type, or both; and the occurrence of fistulas or abscesses, or both, in a region of intestinal disease. Before either ulcerative colitis or Crohn's disease was diagnosed infectious and neoplastic diseases had to be ruled out.
In 10 patients who had met the criteria for ulcerative colitis in 1978 the diagnosis was later changed to Crohn's disease; the diagnosis was changed to ulcerative colitis in three patients who had originally had Crohn's disease diagnosed. The diagnoses presented in this study were those made in 1987-that is, the conclusion reached after a median 15 (9-49) years of observation.
We sent a questionnaire requesting complete family history to each patient. Adequate information was
